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Alcohol Improvement 
Programme: will it work? 


Srabani Sen, Chief Executive of Alcohol 
Concern 

S peaking at Alcohol Concern’s Annual 
Conference early in November, Health 
Minister Caroline Flint heralded the 
arrival of the so-called Programme of 
Improvements. This much anticipated 
Programme was to bring together the key 
treatment elements of the Alcohol Harm 
Reduction Strategy for England. 

The actual birth of the Programme on 15 
November 2005 was so quiet that you’d be 
forgiven for missing it. There was no press 
release to accompany it, and it wasn’t flagged 
up in the ‘What’s New’ section of the 
Department of Health website. For those who 
are interested, Alcohol Misuse Intervention: 
Guidance on developing a local programme 
of improvement (to give it its full title) can be 
accessed at www.dh.gov.uk/alcohol. 

What does it say? 

The document is a guidance note for local 
health planners, offering steps to consider in 


planning local alcohol interventions. It also 
sets out economic arguments for alcohol 
interventions, and explains how addressing 
alcohol misuse can help in achieving other 
government targets. 

Two critical documents are still to be 
published: Models of Care for Alcohol 
Misusers which will set out a commissioning 
framework, and the evidence review of what 
works in alcohol treatment. 

The use of the phrase ‘alcohol 
interventions’ is significant. Much of the focus 
of the Programme is on screening and brief 
interventions, with limited recognition of the 
need for high quality specialist services. 

What does Alcohol Concern think? 

On one level Alcohol Concern welcomes the 
publication of the Programme. 

We’re pleased to see the government 
making it clear to local decision-makers how 
they can provide support to problem drinkers. 
It is right that government emphasises the 
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EDITORIAL 
COLIN DRUMMOND 


Festive greetings 

The festive season clearly has different 
effects on different people, from 
unfettered excitement to "bah, 
humbug". 

In my case it brings on a desire to 
reflect on the past year, perhaps 
because the brief pause allows time to 
indulge oneself in such a luxury. This 
issue of SCANbites provides some 
analysis of what has happened in 2005, 
together with some pointers about 
what lies ahead for the coming year. 

2005 will certainly be memorable as 
the year that 24-hour licensing was 
introduced against much advice from 
the medical profession and the police, 
amongst several professional groups. It 
will be interesting to see what impact 
this has on the already rising 
prevalence of alcohol misuse in 
England. 

Whatever the outcome, an even 
more pressing but so far neglected 
problem, highlighted in two articles in 
this issue, is the need for improved 
access to treatment for people with 
alcohol dependence. We now have 
good evidence that alcohol treatment 
works and that access to treatment, 
particularly in some parts of the 
country is, shall we say, 'less than 
optimal'. 

Around the corner we will have 
from the NTA a treatment evidence 
review and a new national treatment 
framework in 
the form of 
Models for Care 
for Alcohol 
Misusers. 
However, to 
date there are 
no clear plans 
from the 
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RESEARCH 


EDITORIAL 


► government about how this will 
be taken forward or if there will 
be any funding to support 
improvements in treatment of 
people with alcohol dependence. 
This will need to be addressed, 
and Srabani Sen of Alcohol 
Concern is encouraging us to 
lobby at a local and national level 
on this issue. 

SCAN already has a very full 
work programme for 2006. We 
have commissioned an expert 
group to carry out a consensus 
building project on inpatient 
treatment for drug and alcohol 
misuse which should be 
completed in the Spring of 2006 
in time to support national 
developments in inpatient 
treatment. We are currently 
considering other consensus 
building projects for 2006. The 
main aim of this initiative is to 
provide timely practical guidance 
to improve treatment services by 
calling on the expertise of SCAN 
members. 

We have awarded 3 SCAN 
travelling fellowships in service 
innovation, announced in this 
issue, and will shortly be 
accepting applications for the 
next round. On this occasion we 
will be providing more examples 
of ways in which this fund can be 
used, and I would urge any SCAN 
members who have been 
thinking about this to go ahead 
and apply. 

We are meeting shortly with 
the NTA to take forward our aim 
to provide specialist advice on 
resolving problems in the 
treatment system, which we at 
SCAN see as a very important and 
positive step. We will keep you 
posted of developments on this. 
We are also helping to organise 
the 2006 conference for Specialist 
Registrars and Newly Appointed 
Consultants in Addiction and will 
be looking for funding to support 
a 2006 national conference, 
following the success of our 
recent 2005 conference in 
Bosworth Hall. 

So there is a lot going on and 
planned. We would like to thank 
SCAN members and our partners, 
the Department of Health, the 
National Treatment Agency, and 
the Royal College of Psychiatrists, 
for their active and enthusiastic 
support throughout 2005. 
Together, we can do even greater 
things in 2006! 

• Colin Drummond, SCAN Lead 


Alcohol treatment in England: 
What's needed? 


Dr Paolo Deluca and Dr Adenekan Oyefeso from St George’s, University of London give a precis 
of the newly-published ANARP Report. 


T he Alcohol Needs Assessment Research 
Project (ANARP) is the first alcohol 
needs assessment in England conducted 
on a national scale. It was 
commissioned by the Department of Health, 
and was jointly conducted by St George’s, 
University of London; Kable Ltd and MORI 
Social Research Institute. Its main focus was to 
measure the gap between the demand for and 
provision of specialist alcohol treatment services 
in England at a national and regional level. The 
research consisted of eight related projects that 
were conducted in parallel over a period of six 
months between September 2004 and February 
2005. 

The study of available data on the 
prevalence of alcohol use disorders in England, 
conducted by St George’s, revealed a high level 
of need across categories of drinkers. 38% of 
men and 16% of women (age 16-64) have an 
alcohol use disorder (26% overall), which is 
equivalent to approximately 8.2 million people 
in England. The prevalence of alcohol 
dependence overall was 3.6%, with 6% of men 
and 2% of women meeting these criteria 
nationally This equates to 1.1 million people 
with alcohol dependence nationally 

Moreover, there is considerable regional 
variation in the levels of alcohol related need. 
The prevalence of hazardous/harmful drinking 
varied across regions from 18% to 29%, whilst 
alcohol dependence varied between regions 
ranging from 1.6% to 5.2%. 

The study of the identification of alcohol 
use disorders in primary care using the General 
Practice Research Database, conducted by St 
George’s, has found extremely low levels of 


formal identification, treatment and referral of 
patients with alcohol use disorders by general 
practitioners (GPs). 

GPs tended to under-identify younger 
patients (age 16-24) with alcohol use disorders 
compared with older patients (age 55-64). 

The quantitative telephone survey with a 
random sample of 424 GPs in England, 
conducted by Kable and MORI, showed a 
higher level of GP awareness of alcohol use 
disorders than the GPRD research or previous 
surveys. 

Focus groups with GPs, conducted by 
Kable, highlighted that although the majority 
(71%) of patients with an alcohol use disorder 
identified by GPs were felt to need specialist 
treatment, the qualitative research suggested 
that many were not referred because of two 
main factors: perceived difficulties in access, 
with waiting lists for specialist treatment being 
the main reason given; and patient preference 
not to engage in specialist treatment. 

The quantitative survey with 80 Drug 
Action Team professionals and 6 qualitative 
focus groups with DAT co-ordinators, 
conducted by Kable and MORI, provided 
information on alcohol services and need from 
a commissioning perspective. This survey 
showed that funding for alcohol treatment 
came from a range of sources including primary 
care trusts, local authorities and charitable 
funds. The majority (86%) of respondents 
indicated that their alcohol treatment budgets 
are much lower than drug budgets. DAT 
professionals were aware of a ‘very large gap’ 
between the provision of alcohol treatment and 
need and demand. 


Percentage of people in England with an alcohol use disorder by region 



2 SCANbites | WINTER 200 5 









































Are pieces missing? 


The national survey of alcohol treatment 
agencies in England, conducted by St George’s 
and MORI, successfully identified 696 agencies 
providing specialist alcohol interventions. This 
research has revealed 4396 more agencies than 
identified in previous research. The mapping 
exercise identified considerable regional 
variation in the number of agencies, with 
London having the largest number of agencies 
and the North East the fewest. 

The largest proportion of referrals to 
alcohol agencies are self referrals (3696) 
followed by GP/primary care referrals (2496). 

The estimated annual spend on specialist 
alcohol treatment is £217 million. 

The number of whole time equivalent 
personnel working in specialist alcohol agencies 
across England is approximately 4,230. The 
average waiting time for assessment was 4.6 
weeks. The shortest wait for a region was 3.3 
weeks and the longest wait was 6.3 weeks. 

The analysis of the gap between need and 
service provision, conducted by St George’s, 
estimated the number of alcohol dependent 
individuals accessing treatment per annum is 
approximately 63,000, providing a Prevalence 
Service Utilisation Ratio (PSUR) of 18 (5.696 of 
the in-need alcohol dependent population 
accessing alcohol treatment per annum or 1 in 
18). 


Prevalence service utilisation ratio 
by region 



Conclusion 

There is a large gap between the need for 
alcohol treatment and actual access to treatment 
with only approximately 1 in 18 (5.696) alcohol 
dependent individuals accessing specialist 
alcohol treatment nationally per annum. 
Identification of alcohol use disorders in 
primary care is lower than expected. The 
evidence of a shortfall in provision is further 
reinforced by the additional finding of a large, 
nearly ten-fold, regional variation in PSUR for 
alcohol dependence. 

There is much to do in improving access to 
alcohol treatment. ANARP provides an 
important starting point. 

REFERENCE 

The ANARP report is available at 
www. dh. gov. uk/publicationsandstatistics/public 
ations/publicationspolicyandguidance or on the 
SCAN website www.scan.uk.net 



Will it make a difference? 


From page 1 

► need to identify people who drink 
problematically, and we support this 
drive. The provision of brief 
interventions will certainly help some 
people to change their relationship with 
alcohol. 

However, the emphasis is on 
screening and brief interventions 
provided through mainstream settings 
such as GPs’ surgeries, A & E and 
criminal justice settings. Although this is 
a good thing, the document is largely 
silent on how we are to ensure that staff 
in these settings have the appropriate 
level of skills and knowledge to conduct 
screening and brief interventions. 

Also, screening and brief 
interventions provides just one piece of 
a much larger jigsaw, and there are big 
holes in the rest of the picture. Thanks 
to the newly published Alcohol Needs 
Assessment Research Project (ANARP), 
we know that at least 1.1 million people 
are dependent drinkers, and on average 
17 out of 18 of those people are not 
getting access to the services they need. 
It is crucial, therefore, that specialist 
alcohol services are not sidelined. 

There is also the common sense 
point to be made that if we screen more 
people we are inevitably going to 
identify more people who need 
specialist treatment. Therefore any 
emphasis on screening needs to go 
hand in hand with increasing the 
capacity of good quality specialist 
treatment services. If not, there is a real 
danger that even more problem 
drinkers will be left unable to access the 
help they need. 

We know that alcohol treatment 
works and we know that it is cost 
effective. The Programme document 
itself quotes the recently published UK 
Alcohol Treatment Trial (UKATT) which 
showed that for every £1 spent on 
specialist treatment, £5 is saved in 
health, social care and criminal justice 
costs. 

Providing guidance through the 
Programme for local decision-makers is 
welcome, but if that guidance has no 
teeth then we are likely to see a 
continuation of the postcode lottery in 
treatment provision. And teeth are 
noticeably absent from the Programme 
document. The reality is that those local 
health planners who see alcohol misuse 
as a priority will use the guidance to 
improve their services, but those who 
do not understand the importance of 
tackling alcohol are likely to ignore 
government advice. We need to 
remember that the pressures that local 


health planners are already under, are 
shortly to be exacerbated by yet another 
NHS reorganisation for PCTs and SHAs. 
The government needs to put weight 
behind their alcohol recommendations 
and take positive action to ensure they 
are implemented on the ground. 

It is also important that the 
Programme is co-ordinated with the 
government’s wider health agenda. A 
key focus of current health policy is 
patient choice. If we do not build the 
capacity of treatment services, patient 
choice will be an irrelevance for 
problem drinkers, with so many people 
who currently need services not getting 
them. 

It is also critical that the implemen¬ 
tation of the Programme, and any 
outcomes that result, should be 
monitored and measured to ensure that 
those problem drinkers who need the 
most help are not overlooked. 

It is the insufficient emphasis on 
treatment by national and local decision 
makers that prompted Alcohol Concern 
to launch its Spend £1, Get £5 Free 
campaign. We are asking all of those 
who want to see alcohol treatment 
become a real priority to send us a 
postcard calling on government to put 
alcohol treatment higher on the agenda. 


Alcohol Concern’s Spend £1, Get £5 

Free campaign is calling for: 

• a national target to reduce the 
damage done by alcohol misuse; 

• specific local targets in Primary Care 
Trusts’ Local Delivery Plans to 
reduce alcohol-related harm and 
improve access to alcohol 
treatment; and 

• alcohol treatment to be made a 
higher priority 


For your free copy of the Spend £1, Get 
£5 Free campaign pack, email 
campaigns@alcoholconcern. org. uk 

The case for investment in specialist 
alcohol treatment is positively 
screaming in our faces. We need to 
make sure that national and local 
decision makers take note. 


Alcohol Concern is the national 
agency on alcohol misuse, working to 
reduce the incidence and cost of 
alcohol-related harm. 
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Foundation training and addiction psychiatry: is this 
the end of the Royal Colleges as we know them? 

Dr Gareth Holsgrove, Medical Education Adviserfor the Royal College of Psychiatrists, tells us of the major changes in specialist training brought about by 
PMETB and Foundation Training. But he remains essentially optimistic that the College is ready to meet the challenges this presents. 


This is a personal view of the 
changes that are currently taking 
place in postgraduate medical 
education, and their possible 
implications for the College. I shall 
introduce the three main 
developments that necessitate 
change, some of their implications, 
and what the College might do in 
response. 

Current developments 

The main developments over the 
past couple of years have been the 
establishment of the Postgraduate 
Medical Education and Training 
Board (PMETB), the Modernising 
Medical Careers initiative (MMC), and 
the introduction of the European 
Working Time Directive (EWTD). All 
three are now in operation and, 
although only PMETB and MMC were 
intended to be concerned with 
medical education, in reality EWTD 
also is. This is because it reduces 
working hours, and therefore also 
reduces opportunities to be taught 
and to gain experience. It means, for 
example, that routine scheduled 
teaching might be difficult to arrange 
and to attend. However, in this 
article I shall concentrate on PMETB 
and MMC. 

PMETB was established by the 
General and Special Medical Practice 
(Education and Qualifications) 

Order, approved by Parliament two 
years ago, ‘to develop a single, 
unifying framework for postgraduate 
medical education and training 


across the UK’. 

PMETB went live on 30 
September, becoming the UK’s single 
statutory authority for postgraduate 
medical education and training from 
the end of the first Foundation Year 
until completion of training and 
entry onto the Specialist Register. 

PMETB’s specific responsibilities 
include: 

• approval of postgraduate medical 
education and training 
programmes and courses 

• accreditation of postgraduate 
education and training institutions 
and trainers 

• quality assurance of the 
postgraduate medical education 
and training system 

• ensuring that assessments and 
examinations undertaken as part of 
training are valid, reliable and fair 

• issuing certificates (CCTs) to 
doctors meeting the standards it 
sets for successful completion of 
training 

• assessing the equivalence of the 
qualifications, training and 
experience of doctors seeking a 
statement of eligibility to apply for 
entry to the Specialist (under 
Article 14 of the Order) or General 
Practice (under Article 11) 

Registers of the General Medical 
Council. 

PMETB is about to make root and 
branch reforms of the approval of 
training programmes, responsibility 
for which has now transferred from 


the Colleges to PMETB. In 
preparation for its new 
responsibilities, PMETB recruited and 
trained over 60 lay visitors who will 
play an important role on approval 
teams. It is proposed that the visits 
will be cross-specialty and Deanery¬ 
wide and will commence in March 
2006 not, as originally intended, as a 
pilot, but as the real thing. A 
Concordat has been drawn up 
between bodies inspecting, 
regulating and auditing healthcare 
and postgraduate medical education 
and training. 

Another consequence of the new 
legislation, which has been widely 
debated in the medical press, is the 
replacement of CCSTs (Certificates of 
Completion of Specialist Training) 
with CCTs (without the word 
specialist). 

CCTs can be currently awarded in 
the following Psychiatric specialties: 

• Child and Adolescent 

• Forensic 

• General Adult 

• Learning disability 

• Old Age 

• Psychotherapy 

However, the College is working with 
PMETB to see if it is possible to 
replace this list with just two - child 
and adolescent specialties, and adult 
specialties. 

An important implication for the 
Colleges is that henceforth PMETB 
will have to approve curricula, 
examinations and other assessments, 


When 
the visits 
begin in 
March 
they will 
be the real 
thing, not 
pilots. 
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as well as training programmes. The 
PMETB Standards and Principles are 
published on www.pmetb.org.uk. 

As an example, with regard to 
assessment, PMETB will require that: 

• the purposes and details of every 
component of the assessment 
system are specified and available 
to all interested parties, including 
trainees, trainers and the public 

• sequential assessments add unique 
information and build on previous 
assessments, not repeat them 

• the rationale for the choice of each 
assessment method is documented 
and evidence-based 

• examiners are properly recruited 
against specific criteria 

• examiners are trained and their 
work is monitored 

• there is lay input in the 
development (and probably 
process) of assessment 

• methods used to set standards are 
transparent and in the public 
domain 

• the precision of the pass/fail 
decision is reported on the basis of 
data about the test 

• feedback is provided to trainees 
and the policy and process for this 
is in the public domain. 

At the time of writing, no medical 
Royal College examination meets all 
these criteria, although some are 
quite close. 

Modernising Medical Careers 
(MMC) 

This is an initiative developed from 
Unfinished Business , Sir Liam 
Donaldson’s proposals to reform the 
Senior House Officer (SHO) grade. 
This, in its turn, follows on from the 
modernisation of the undergraduate 
medical curriculum that arose from 
the GMC document Tomorrow’s 
Doctors. 

Doctors who graduated from 
medical school this summer (2005) 
have begun a new, integrated, two- 
year Foundation Programme that will 
focus on generic competencies and 
the management of acute illness. 

This programme will act as a bridge 
between undergraduate and 
specialist medical education. Doctors 
will obtain full GMC registration on 
successfully completing the first year 
of the Foundation Programme. The 
curriculum is available on the MMC 
website (www. mmc. nhs. uk ) and has 
been published as an A4 book. 

The Foundation Year 2 
programme in Psychiatry is currently 
being piloted and the first evaluation, 
carried out in November 2004, found 
it to have been an interesting and 
enjoyable experience and, in almost 
every aspect, a considerable success. 

All the assessment in the 
Foundation Programme is workplace- 


based and the four methods that 
have been selected are likely to 
continue as major assessment 
instruments throughout specialist 
training. These methods are: 

• Mini CEX (Clinical Evaluation 
Exercise, observed clinical 
encounter) 

• Mini PAT (Peer Assessment Tool, 
similar to 360° assessment) 

• Case-based discussion (CbD, 
developed from chart stimulated 
recall) 

• Direct observation of procedural 
skills (DOPS). 

Following the two Foundation years, 
the MMC model sees a continuation 
of training without further 
reselection (‘run-through training’) 
in a unified training grade. 
Consequently, it is reasonable to 
assume that similar curriculum and 
assessment principles will continue 
throughout specialist training. The 
Royal College of Physicians has 
recently announced its intention to 
use three of the MMC assessment 
methods during specialist training, 
and it is likely that the Royal College 
of Psychiatrists will use mini-CEX, 
mini-PAT and CbD throughout 
training. 

For more information on MMC, 
including the assessment methods 
and samples of the rating forms, see 
www. mmc. nhs. uk. 

College responses 
The three developments outlined 
above clearly have major implications 
for all the medical Royal Colleges. 
Several areas of activity where 
Colleges have traditionally enjoyed a 
considerable degree of autonomy, 
such as curriculum, examinations, 
and approval visits, are now the 
statutory responsibility of PMETB. Of 
course, Colleges will still be highly 
involved in curriculum and 
assessment, but will have to comply 
with PMETB Principles and meet 
their Standards. 

If they fail to do so, then PMETB 
might have no option but to 
withdraw recognition. 

However, although this 
represents a rather large stick 
available to PMETB, there is also a 
good selection of carrots. For 
example, the PMETB Standards and 
Principles are educationally sound, 
sensible and achievable, and meeting 
them will undoubtedly lead to 
substantial improvements in 
curricula and examinations. The 
Royal College of Psychiatrists is aware 
of both the opportunities and 
threats, and is very well advanced in 
developing a curriculum for the 
unified training grade planned by 
MMC. 

There are also some 
worthwhile sticks... 



The new curriculum is modular, 
with a ‘core and general’ module that 
all trainee psychiatrists will follow, 
and a series of specialist modules. 
These are not only in the six 
specialties listed, in which CCTs are 
currently awarded, but also in other 
specialist areas including addiction 
psychiatry. If negotiations to have 
just two CCTs - adult, and child and 
adolescent - are successful, it should 
make it much easier for psychiatrists 
to combine modules in a way that 
matches their career aspirations or 
job opportunities. For example, a 
psychiatrist wanting to specialise in 
addiction in young people might 
choose to follow both the child and 
adolescent and the addiction 
specialist modules, and would 
subsequently be awarded a CCT in 
child and adolescent specialties. 

It is hoped that the new 
curriculum will be formally submitted 
for PMETB approval early in 2006 
ready to go into general use in the 
summer of 2007, by which time we 
should also have definite information 
about CCTs and endorsements. 

Throughout specialist training 
both learning and assessment will be 
predominantly workplace-based. This 
is in keeping with both PMETB and 
MMC requirements that the focus of 
assessment in medicine will be on 
performance (i.e. what the doctor 
actually does) and competency 
(ability to successfully perform a task 
or procedure), rather than on the 
recall of knowledge. 

Summary 

Major changes are underway in 
postgraduate medical education that 
will affect teaching, learning and 
assessment, all of which will become 
increasingly workplace-based. 
Moreover, Colleges will become 
much more accountable for their 
curricula and examinations, and will 
have to prove the quality of both. 
Inevitably, this will involve changes to 
many College activities. Some of 
these we already know about, and 
some others can be predicted with 
reasonable confidence. The evidence 
does lead to the conclusion that the 
College in five years’ time will be 
significantly different to that of five 
years ago. The nature and success of 
the changes will depend, to a large 
measure, on the College Members, 
the Officers, and their advisers. It 
could be good! 


PMET^B 
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Addicted 

What the GMC wants 


Meredith T. Mora, SCANbites Features Editor, interviews General Medical Council President, Professor Sir Graeme Catto 


MM How well do you feel that the medical 
profession currently addresses drug and 
alcohol problems within its own 
members? 

GC There’s room for improvement, all the 
evidence that I’ve read indicates that this is 
a topic of major importance, and as a 
profession, I think we probably don’t deal 
with it as effectively as we should. 

Why do you think that it’s not dealt with 
as well as it could be? 

In medicine, we frequently put on some 
kind of protective cloak. We look at 
illnesses and think that it happens to other 
people but can’t happen to us. We also 
can be guilty of thinking that we can’t get 
things wrong. We need to watch that myth 
and deal with it. It doesn’t matter if it’s 
self-induced or if it’s put on you by society, 
it’s equally dangerous. However, this 
barrier is being broken down, and I believe 
that the newer generations of doctors have 
a much more realistic approach. They 
know very well that they cannot and 
should not aspire to know all about 
everything, and they understand that they 
will encounter physical and psychological 
problems during their working lives. 

Having some degree of insight into that, 
knowing it’s going to happen, is really very 
important. 

Do you find that doctors struggle more 
with acknowledging mental health issues 
than physical health? It’s OK to have 
broken your leg and take time off but it’s 
not OK to suffer from depression for 
example? 

I don’t know if doctors are different from 
the rest of society in that. They ought to be 
more aware of it and more understanding 
of the psychological aspects, but they 


struggle all the same. 

In terms of addiction problems, is stigma 
one of the main reasons doctors find it 
hard to seek help? 

Stigma can play a part, but a lack of insight 
is a greater factor. Many doctors who are 
in that situation simply don’t realise that 
they have a problem. I also suspect that 
colleagues have in the past been slow to 
deal with problems they see emerging in 
their colleagues. Not only do we duck our 
own issues, but I think there’s been a 
tendency in the past for the medical 
profession to turn a blind eye to some of 
these problems in their closest working 
colleagues. 

A culture of complicity? 

If you think back, there was a time when 
alcohol would be served at lunchtime 
medical meetings within a hospital - 
frequently! That would be absolutely 
unthinkable now. So there’s been a 
substantial change and I think the idea that 
medical students are beer-swilling rugby 
players has changed enormously, simply 
because the sort of people coming into 
medicine has changed. 

Fve heard a tale from a professor that 
when he was a house officer, matron 
would order the brandy at 11 in the 
morning for the consultant. Things were 
different back then I’d imagine. 

I haven’t seen that - you don’t get 
matrons like that anymore! 

Is drug and alcohol misuse the main issue 
facing the health and fitness to practise of 
doctors? 

It must be one of the main ones. But from 
the point of view of the GMC, we see a 


very small minority of doctors with 
problems. The number of doctors on our 
books with health-related problems at any 
one time is around 600-700 out of a total 
workforce on the register of 220,000. So 
we’re dealing with a very small and 
exclusive subset who come to us for a 
variety of reasons. The rest of the doctors 
who have such problems are presumably 
being dealt with locally and effectively or, 
as some of your questions imply not being 
identified or dealt with properly 

What’s the current GMC thinking on 
addicted doctors? What’s being done well, 
and what’s not being done well? 

We’ve been looking at procedures that we 
have in place for a variety of difficult 
situations and the most recent review that 
we’ve undertaken has been the Health 
Review. Dame Deirdre Hine chaired that 
for us, and the recommendations from 
that review are now out for consultation. 
The review emphasises the need for clarity 
on the different roles that addiction 
psychiatrists may play in this process: one 
as the caring role, and the other one as the 
expert who works for the GMC. If you 
look at how the GMC sees regulations in 
the round, we think there are four distinct 
stages to regulation. 

The first must be with the individual 
doctor’s responsibility for their own 
actions, and where there’s any doubt about 
what they ought to be doing, we provide 
that guidance under good medical 
practice. Secondly there is the 
responsibility of the team. We all work in 
teams now, we don’t have individual 
doctors by and large, so if we see a doctor 
whose performance isn’t good or whose 
addiction problems are becoming more 
obvious, then we are our brothers’ or 


“We don’t 
deal with 
drug and 
alcohol 
problems as 
well as we 
should” 
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doctors 

from addiction psychiatrists 


sisters’ keepers, and we do need to start 
taking some degree of responsibility 

There are also nurses and psychiatric 
social workers and other lay people who 
will spot these emerging problems, and 
who clearly have a responsibility to society 
to pick that up. 

Thirdly, there’s the employer or 
contracting authority They ought to know 
what their doctors are doing, be a caring 
organisation and help these doctors as 
they get into difficulties. 

Finally, there’s a national organisation 
that provides a structure where local 
processes don’t work well, or where there 
are major concerns. 

My own view is that the GMC is 
responsible for the first and fourth of these 
- we can guide individual doctors, and we 
provide the national framework. We can 
encourage and help the team-based and 
the employer-based situations, but we 
shouldn’t try to cover all four bases. 
Coming to us may be helpful, but the vast 
majority of doctors with these problems 
can be handled locally without coming to 
the GMC and without putting patients at 
risk. 

What do you think about calls for 
random drug and alcohol testing of 
doctors in the workplace? 

Perhaps for those doctors who are known 
to have a problem we would want to take 
forward the concept of random drug and 
alcohol testing. It’s part of the 
consultation document that’s out now. 

That seems to me to be different from just 
taking the breathalyser or a drug and 
alcohol test to anybody who happens to be 
at work. The aim must not be to catch the 
doctor with a drug or alcohol problem, but 
to prevent doctors getting to th e stage 


“The GMC 
is not here 
to defend 
doctors 
when they 
get into 
difficulties” 


where they might be caught. Where there 
are concerns about patient safety then a 
random test may be appropriate, but it 
should not simply apply to one group of 
employees - it needs to be a policy within 
the organisation. 

So your view is that drug and alcohol 
testing is not really an answer unless it’s 
part of an intervention? 

It may be a much more important 
component for those doctors who are 
known to have a problem, and who lack 
the insight. However, I don’t think this 
applies only to doctors - it applies to 
anybody who’s in the position of providing 
services safely for the public. It must be 
exactly the same for airline pilots, train 
drivers, nurses and others. 


What do you think about ensuring that 
there’s provision for doctors to be seen out 
of area? 

Doctors ought to have the ability to be 
seen by colleagues out of area. The way in 
which I’ve encountered it is with medical 
students with psychological difficulties. 
They were very clear in saying they wanted 
to choose the doctor who looks after 
them, and if there is a suitable doctor in 
their area, they want to have that right. So 
I guess it would be the same with doctors 
as well, if there’s somebody within their 
own area whom they respect and form a 
reasonable professional relationship with, I 
don’t think that should be barred - so, out 
of area may be useful, but I don’t think it 
should be compulsory 


Many addicted doctors come to the 
attention of the GMC years after their 
health problems have developed. How 
can the medical profession and the GMC 
be better at attracting them into treatment 
at an earlier stage? 

Well, it’s true not just for addictive 
problems. Doctors whose performance in 
general is beginning to deteriorate, 
frequently show signs of that for years 
before it is addressed. There are two ways 
of dealing with this. One is to encourage 
colleagues to act in a supporting capacity 
The other one is to make sure that the 
GMC works to protect patients without 
being unduly draconian on doctors, 
otherwise you drive these problems 
further underground. Getting that balance 
between preventing doctors from harming 
patients, and encouraging them to come 
out and admit their problems is actually 
quite a difficult line to define. 

And rather delicate I imagine... 

It’s delicate, and it doesn’t mean and 
cannot mean that confession automatically 
leads to redemption. So while we want to 
encourage doctors to come and talk about 
poor performance in practice or addiction 
problems, it doesn’t mean that because 
they’ve confessed we will therefore take no 
action. So, it’s about getting that 
supportive environment correct, but at the 
same time having the ability when 
necessary to protect patients. 


Many addiction psychiatrists will see 
addicted doctors and will also provide 
services as an expert such as providing 
reports or serving on health committee 
panels. What does the GMC need from 
addiction psychiatrists? 

Objectivity But there are two separate 
roles there. One is the caring role of 
treating the addicted doctor. It’s a doctor- 
patient relationship, albeit the patient 
happens to be a doctor. The other is the 
role of the doctors who come to work for 
us as experts, and undertake some kind of 
supervisory role for the addicted doctors. 
They need to be separate from the caring 
role. They’re working for the GMC to 
make sure that patients are not put at risk 
by the addicted doctor. Both of these roles 
are important and they must be seen as 
separate in order to avoid conflict. 

Finally, how will the new accreditation 
for expert witnesses impact on this process 
of working with addicted doctors for the 
GMC? 

As I understand the process of the expert 
witness, at the present time it is an 
organisation that colleagues can volunteer 
for. Though it’s a court arrangement 
rather than a GMC arrangement, we are 
beginning to look at an educational 
programme for all stages of doctors’ 
training. Virtually all doctors are going to 
have to give evidence in court at some 
time in their working lives, so 
understanding how best to do that is 
probably something that needs to be 
tackled at an undergraduate level. 

As doctors graduate and go through 
the training grades, depending on their 
specialty, there may be quite specific report 
requirements. For example, doctors 
working in A&E are likely to be involved at 
quite an early stage in their training 
careers, and so further expert training for 
those groups would be appropriate. 
However, one of the difficulties is that 
there is no definition of an ‘expert witness’. 
Our advice is that doctors should abide by 
the precepts of good medical practice - 
undertake work for which you are 
qualified, and don’t go beyond the bounds 
of your competence, remain 
straightforward and true. You are a servant 
of the court and your evidence ought not 
to be partisan. Though it’s an area that 
lacks clarity, the GMC can help by 
supporting the educational programme 
behind this, and by working with the court 
system more generally 


Professor Catto has made it clear that the 
GMC is not there directly to support 
doctors, nor defend them when they get 
into difficulties. So, there’s a difference 
between how the GMC helps to support the 
profession, and how the individual doctor 
may require to be supported. However, 
the GMC is engaged in a number of 
initiatives that benefit both patients and 
doctors, and for many of these initiatives, 
addiction specialists have a key role. 
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Consultant job plans: how do you compare? 


Tom Phillips, SCAN Policy Advisor, outlines the initial findings from the SCAN Survey 
of Consultant Job Plans in Addiction Psychiatry 2005, a project led by Dr Arun 
Dhandayudham, SpR to SCAN and now Consultant Psychiatrist for the Cambridge 
and Peterborough NHS Trust. 

Consultants in Addiction Psychiatry are working on average four hours beyond their agreed 
job plans. This was one of the key findings from the SCAN Survey of Consultant Job Plans in 
Addiction Psychiatry 2005. The survey was designed in response to the variation in 
consultant job plans identified at the Royal College of Psychiatrists Substance Misuse Faculty 
Residential Meeting in Glasgow, 2004. 

The survey, which took place over the summer, aimed to explore variations and 
extremes in consultant job plans and help identify a ‘typical’ job plan, which might act as a 
benchmark to assist consultants in future discussions. Consultants were asked to complete a 
questionnaire identifying their roles, any differences in the reality of their job plans against 
planned activities, and to rate their level of satisfaction with their job. 

One hundred and twenty nine consultants, working in NHS addiction services in 
England and registered as SCAN members, were sent the survey and we received 59 
completed forms from all regions of England. Of those who responded 61% were male and 
39% female with the majority describing themselves as White (86%) and 7% being Indian, 

2% Black African and the remainder (5%) not specifying any ethnic group. 82% worked 
solely as NHS Addiction Psychiatrists with 10% as Academic Addiction Psychiatrists with roles 
within the NHS. 

Forty four respondents were full time Addiction Specialists, 74% of whom were under 
50 years old and had been working in the specialty for just under eight years. The vast 
majority worked within Mental Health Trusts althrough three worked within PCTs. The 
average clinical caseload was 40 cases with the average number of cases a specialist was 
responsible for being less than 500 patients. A closer look revealed that 10% held 75 or 

more patients on an individual 
caseload and were also responsible 
for 900 or more patients. These 
huge variations identify a need for 
consensus regarding the agreed 
clinical capacity of the full time 
Addiction Specialist in delivering 
care to an often complex patient 
group. The high level of caseloads 
was particularly magnified for 
those working across academia and 
the NHS. Additionally, full time 
Addiction Specialists worked more 
hours than planned in all areas; in 
supporting professional activities, 
additional responsibilities and 
other duties as well as in direct 
clinical work. 

The variations didn’t stop 
there; although 10 respondents 
were not assigned to on-call, those who were had very different experiences, with the most 
frequent being on-call one in two days compared to one in 40; the average being one in 13 
days. A quarter of the full time Addiction Specialists described themselves as also being 
Medical/Clinical Directors or Lead Clinicians, with two thirds also undertaking some form of 
General Medical Council work. 

There appeared to be some incongruity between levels of satisfaction and views 
regarding the new contracting and job planning arrangements. Seventy seven per cent 
reported being satisfied with their new job plans, stating the new arrangements allowed 
greater flexibility, financial rewards and demonstrated their role better to the trust. However, 
more than half stated they could not meet the requirements of their job within the Planned 
Activities available, feeling this could not be sustainable in the long term as the process does 
not count all the work elements that are undertaken. 

The results of the survey are useful in identifying large variations in clinical workloads, 
actual working hours and working practices across the field. Although currently there is a 
generally high level of satisfaction, academic and policy work is being squeezed by clinical 
demands and it was worrying that two Addiction Psychiatrists stated they were intending to 
leave the specialty. Further consensus is required to reach some agreed norms for the 
Addiction Specialists’ job plans and we would welcome your thoughts and views on how we 
might take this forward. 

• Enquiries to Tom Phillips: scan@nta-nhs.org.uk 


Distribution of mean hours worked 
against planned Consultants in Addiction 
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The SCAN National 
Conference '05: an 
SpR perspective 

Dr Mark Daglish, Specialist Registrar, 
Psychopharmacology Unit, University of 
Bristol 

THE night is closing in. Our hero sits, 
buttocks clenched, in the passenger seat 
of a small, speeding car while 
attempting to read the printout from a 
website by the light of the moon. 
Unfortunately, there is no moon, just a 
curtain of water falling from a sky of 
dark portent. According to Google, the 
M42 should end soon. "How would I 
know," replies the driver, "I can’t even 
see the white lines under this skid pan." 
Slowly they cross the haunted 
battlefield and a gothic baronial pile 
emerges from the mist. 

The tiny car is abandoned at the far 
side of a gravel-lined shallow swimming 
pool. We arrive at a wood-paneled 
library with cries of "Nevermore” to 
curdle the blood of Edgar Allan Poe. 

We find our way to the grand entrance 
hall via a horse-shoe route that leads 
past the sounds and sights of a chef and 
his kitchen, with central waterfall 
feature, and a bar full of cheerful 
inhabitants who have the happy 
appearance of having been relaxing for 
some time. They had a lovely journey 
up this afternoon, in gorgeous sunshine. 
At reception a gracefully attired 'Jeeves' 
greets us: "Good evening and welcome 
to Bosworth Hall Hotel. How may I help 
you?" 

Not your average start to a 
conference, but a fairly accurate 
description I promise. Once again this 
was a good meeting with a pleasing mix 
of information and gossip. That has to 
be one of the highlights of any SCAN 
meeting; the opportunity for 
networking invariably helps to remind 
you "You are not alone". It can be an 
isolated business, working in a sub- 
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specialty, and therein lies a core role for 
SCAN. Mind you, just meeting up with 
old friends and past colleagues at these 
meetings is beginning to feel like a 
school reunion. The same thoughts 
about who's done well in line with, or 
despite, earlier predictions are there. 

The opening night SpR meeting was 
quite a talking shop; some of us being 
more mouthy than others and being 
asked to write about it as a result. Next 
year I shall remember to shut up. While 
the main topic for discussion was 
brainstorming the content for the next 
SpR conference, it was not all we talked 
about. Comparing training posts and 
opportunities, as well as keeping up-to- 
date with the job market is always a 
regular topic. Sharing information on 
likely consultant job interview processes, 
how to negotiate the job plan, and 
where to avoid for the moment helps. 

The 'conference proper' had an 
interesting feel this year. I hope not too 
many of the speakers felt they were in 
danger of being run out of town by the 
posse to the strains of the strings of 
Ennio Morreconi. Am I alone in 
thinking that while it is useful to know 
what the policymakers are thinking, it is 
not always encouraging? At the SpR 
level one is still naive enough to believe 
that some of the nice theory and 
'joined-up thinking' may be possible to 
put into practice when we get the 
chance to run our own service. Of 
course, the gaolposts (shouldn't that be 
goal? - Ed) will probably have all moved 
by then. 

Being mortal, I managed to attend 
only one of the parallel sessions. The 
striking take-home message for me was 
the results from the consultant job plan 
survey. This piece of work is likely to 
feature prominently in many heated 
discussions with commissioners and 
managers. 

Why is it that everyone I spoke to 
felt they knew exactly where Hackworth 
is, and it wasn't a million miles from 
where they worked? We have obviously 
all been paying attention at the 12-step 
meetings; "stop sitting there listening 
for the differences, and start listening 
for the similarities". Mind you, we've 
all had times when we've felt the need 
to stand up and say "My name is John 
and I'm an addiction psychiatrist" -1 
know I have. 

It was a drier Market Bosworth the 
afternoon we left than it had been on 
our arrival. I don't think it was the time 
we spent in the hotel bar that made it 
so. The birds were singing, the sun was 
shining and there was a traffic jam on 
the M5 with our name on it. So we 
returned to the real world informed, 
encouraged and recharged. It might 
even last until Monday. 


A word from the SpR Network Chair 


IT has now been three months since I was appointed as Chair of the Specialist 
Registrar Network. During this time, there seems to have been little time to 
reflect on my role and responsibilities or even 'settle in'. 

My goals for the year are two-fold. 

1 To represent SpRs on the Faculty Executive. This includes becoming involved in 
projects and discussions relevant to SpRs, ensuring SpRs remain informed about 
issues of particular relevance to them, and essentially giving them a voice within 
the Faculty. 

2 Co-ordinating the forthcoming SpR and new consultant conference. This 
conference has become a particularly important event in the SpR calendar as it 
provides us with an opportunity to meet up, network amongst ourselves and 
grapple with issues of particular relevance to SpRs. It is our conference, 
organised by us and for us. It provides an opportunity for SpRs to establish the 
direction their group will take over the next year and guide its development. 
This is essential if the network is to continue. 

SpRs had a successful business meeting on the eve of the SCAN Conference in 
September. Seventeen people attended despite the somewhat eccentric timing of 
the meeting (9pm). The agenda for the next SpR and new consultant conference 
was proposed and a core group that will co-ordinate the preparations for the 
conference was formed. Talking of which, these preparations are now forging 
ahead. The conference will take place on 8-9 June 2006 in Manchester. Proposed 
topics include the following themes: the role of addiction psychiatry in criminal 
justice strategy, recent developments in dual diagnosis, current thinking on 
diamorphine prescribing, managing stimulant users and differing experiences of 
new versus established consultants. The list of topics is currently being finalised by 
the conference core group and speakers are being approached. SCAN's role in 
facilitating the organisational process is significant and is much appreciated by 
SpRs. 

SpRs have asked that I use this forum to inform them of topical issues that have 
recently been dealt with by the Faculty Executive. An issue of particular salience 
at present is the consultation on specialist modules for the new curriculum, which 
is being prepared for approval by the Court of Electors of the Royal College of 
Psychiatrists and subsequently PMETB. The curriculum will be competency-based 
and will include competencies required for specialist training in Addiction 
Psychiatry. The attainment of several key competencies (assessed using a variety of 
methods, including direct observation, validated self-assessment and peer review) 
will result in the provision of a certificate of completion of training by PMETB, a 
body that is independent of the medical Royal Colleges. A number of SpRs have 
already expressed concerns, not only about the 'S' having been removed from 
CCST, but also about the likely impact some of the proposed changes will have on 
our profession. We will undoubtedly hear a lot more about this in the next few 
months. 



The Faculty is also keeping a close eye on developments with the draft 
Mental Health Bill, particularly with regard to proposals to 
compulsorily treat patients with addictions. You may be aware 
that the Joint Committee set up to examine the bill agreed with 
the College's recommendations that dependence on, or misuse 
of alcohol or drugs should not be a condition for compulsory 
detention. The government (in its response to the committee's 
recommendations) agreed that alcohol/drug dependence should 
constitute an exclusion. This is a relief to many, although many 
other aspects of the bill continue to raise substantial concerns! 


Dr Jeffrey Fehler, SpR in Addictions , North West Hertfordshire 
Community Drug and Alcohol Team , and Chair of the SpR 
Network. 
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New links between the Faculty of Addictions and NTA 
regional managers 


The National Treatment Agency (NTA) has 
recognised that the views of addictions consultants 
have not been fully considered on a range of 
important issues, including commissioning 
arrangements. On 8th August 2005 Rosanna 
O’Connor, Executive Director of Regional 
Management for the NTA, wrote to Faculty Regional 
Representatives stating that, following positive 
discussions with Eilish Gilvarry (for the College) and 
Colin Drummond (for SCAN), the NTA is committed 
to developing better links "with various stakeholders 
and addictions psychiatrists in particular". 

This is a very welcome development and has 
many potential benefits. In order to facilitate these 
links, a proposal was made that NTA Regional 
Managers and Addictions Faculty Regional 
Representatives would develop closer working 
relationships. 

The proposal is not without its practical 
difficulties though. Regional Representatives already 
have a number of responsibilities, including checking 
job descriptions for Regional Advisers, representing 
the Faculty on College Divisional Executive 
Committees, advising on mentorship arrangements 
or workforce issues, and often acting as media 
experts for the College. With this in mind, Regional 
Representatives met at the SCAN conference in 
September 2005 to discuss the implications of this 
development. 

It was decided that the most effective way 
forward was for each College Division to have one 
Regional Representative to act as a contact person for 


the NTA Regional Manager, and another Regional 
Representative to sit on College Divisional Executive 
Committees - these are the two most important 
areas of influence and need dedicated attention. At 
present there are too few College-approved Regional 
Representatives to meet this demand and the Faculty 
is in the process of recruiting additional support. 

If you are an addictions consultant in England, 
what can you expect in the coming months? You will 
receive a letter from the College asking you to 
forward your current contact details to your Regional 
Representative (NTA) - you will be informed who this 
is. This will enable your Representative to let you 
know of any local meetings with the NTA and to 
contact you for information about any specific issues 
or difficulties in your own service. Please respond to 
this letter so that your Representative can make full 
use of the opportunity afforded by this new initiative. 

Two regions in England are currently without 
nominated Representatives. If you work in one of 
these areas there may be a delay before you receive a 
letter - please be patient, as you will be contacted 
eventually 

This is a golden opportunity to work together 
with the NTA in a planned and positive way Thanks 
to Eilish Gilvarry and the SCAN team headed by 
Colin Drummond for getting it off the ground. 

Dr Keron Fletcher, Consultant Psychiatrist in 
Addiction, and secretary of Regional 
Representatives for the Faculty of Addictions, Royal 
College of Psychiatrists 


Satisfaction with the 2005 SCAN conference 

September 2005 saw the second national SCAN conference held at Bosworth Hall, Warwickshire. 
161 delegates attended the conference, which this year was held over two days. The conference 
programme was packed as ever, with themes covering; Treatment Effectiveness, The Policy 
Agenda, Governance and Tier 4 treatment for addiction. 

The conference evaluation revealed that the parallel sessions were the most popular elements 
of the programme with the medico-legal, psychological interventions and being an addiction 
specialist workshops all receiving high levels of approval. 

We were very interested to receive your feedback on the event and took the opportunity to 
compare these results against those received from the first conference evaluation - Belfry, 2004. 
Nearly two-thirds of attendees stated that their expectations had been exceeded or greatly 
exceeded which was about twice as many as in 2004. This was reflected in the level of satisfaction 
experienced by attendees with 50% more attendees rating the programme content and the 
conference overall as excellent compared to last year. 

Not everything seemed to improve however. Although in general the satisfaction with 
Bosworth Hall as the venue was very high, when this was compared to last year’s location we 
observed a reduction in the level of approval, therefore we will take this into consideration in 
choosing a venue for next year. Feedback suggested that the programme may have suffered from 
being too overloaded and that more time was needed to allow for greater discussion between 
panellists and delegates. However, the corridors are probably still reverberating from the late 
night discussions and debates. 

As ever we are always looking towards the future and it would appear that the conference is 
becoming an important networking event. By positioning the programme somewhere between a 
research symposium and a support event, and delivering a practical, evidence-based programme, 
SCAN is fulfilling a much needed niche. Indeed, the feedback highlights the continued focus on 
challenging clinical practice issues, as well as, service development, commissioning and research. 

SCAN would like to thank all those who participated and attended the conference. SCAN 
members can now access copies of the presentations on the website. We are beginning to plan 
for next year already and we welcome your suggestions. 

Tom Phillips, SCAN Policy Advisor 


Cannabis: the 


Dr Clementine Maddock, 
Specialist Registrar, Maudsley 
Hospital, London, and SCAN 
SpR. 

D own in the basement, 
hiding away, while the 
ugly sisters heroin and 
cocaine blow the 
budget at the addiction 
treatment ball, cannabis stays out 
of sight and out of mind. Ok, 
crack cocaine alone may not be 
specifically targeted by services, 
but as many patients on opioid 
substitution programmes are 
polysubstance users, treatment 
plans often target both drugs. 
Cannabis has recently been 
downgraded from a class B to a 
class C drug. 

The Advisory Council on the 
Misuse of Drugs supports this 
and states on its website that 
"cannabis is harmful, but not as 
harmful as other Class B drugs, 
such as the amphetamines.” 
Reclassification brings the law 
into line with this assessment, 
and enables the Government to 
give a more credible message to 
young people about the relative 
dangers of drugs. The change 
will help the Government to 
focus more effectively on Class A 
drugs - hard drugs such as 
heroin and crack/cocaine which 
cause the most harm - and on 
getting people into treatment." 
But do we, as clinicians, also 
consider cannabis the ‘soft’ and 
‘safer’ option? And what about 
those patients with primary 
cannabis dependence? 

Resources are limited and 
cannabis use is common. The 
National Household Survey 
found that 10% of adults had 
tried cannabis, and 3% had at 
least one symptom of 
dependence in 2000 1 . So, why 
should we treat cannabis misuse? 
I suggest three reasons. Firstly 
there is objective evidence that 
cannabis is harmful. It causes 
acute mental disturbance and 
adolescent use may double the 
risk for developing schizo¬ 
phrenia. Prolonged use is 
associated with impaired 
concentration and distractibility. 
And it’s also carcinogenic 2 . 
Secondly, there is subjective 
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Cinderella of addiction? 


Will there be a happy ending? 



evidence that cannabis is 
harmful. When treatment studies 
advertise for recruits - without 
financial incentives - people 
reply, suggesting that they 
consider their use sufficiently 
problematic to merit treatment. 
Thirdly there is emerging 
evidence of the effectiveness of 
psychological treatment in 
reducing cannabis use. 

One of the earliest studies 
investigating how to treat 
cannabis dependence was 
conducted by Stephens and 
colleagues in 1994 3 . They 
compared 10 sessions of 
cognitive behavioural group 
therapy (CBT) with 10 sessions of 
group discussion. Both 

interventions produced similar 
reductions in cannabis use and 
related problems. A later study 
compared six sessions of 
individual CBT, which included a 
motivational interview, with one 
session of CBT and a delayed 
treatment control (DTC) 4 . Again, 
both therapy groups reported 
higher rates of abstinence and 
fewer cannabis related problems 
at follow-up, while the longer 
treatment produced a greater 
reduction in use. A UK study also 
found benefit in a single session 
approach. Young people 
at further education 
colleges across London 
were offered a 1-hour 
motivational interview. While 
not specifically targeted at 
cannabis misuse, the 
intervention group had reduced 
use of cigarettes, alcohol, and 
cannabis at 3-month follow-up 5 . 

The two largest studies have 
both been conducted in the US, 
and also target primary cannabis 
misusers. Five interventions 
were compared in the Cannabis 
Youth 
Treatment 
study, which 
studied 
teenagers: (i) 3 

sessions of Motivational 
Enhancement Therapy 
(MET) and CBT, (ii) 2 sessions 
of MET and CBT, (in) Family 
education and individual therapy, 
(iv) the Adolescent Community 
Reinforcement Approach which 


combines operant conditioning, 
skills training, case management, 
and family work, (v) 
Multidimensional family therapy, 
again incorporating individual 
and family work. Perhaps not 
surprisingly, as the therapies 
seem to have more similarities 
than differences, all five 
treatment groups showed similar 
outcomes in terms of days of 
abstinence 6 . The Marijuana 
Treatment Project (MTP) is one 
of the few studies to find a 
difference between treatment 
groups 7 . A 9-session treatment 
incorporating MET, CBT, and 
case management was 
significantly more effective in 
reducing cannabis use and 
associated problems than two 
sessions of MET. Ultimately, 
most of the psychological 
treatments studied seem to be 
effective in reducing cannabis 
use, although the Holy Grail of 
abstinence remains an unlikely 
outcome. 

So, what’s happening in the 
UK? Lambeth, a borough 
perhaps infamously 

associated with innovation 
in its approach to cannabis, 
has now funded the first 
service in the UK for 
primary cannabis misusers 
of all ages. The clinic is 
run by psychologists Drs 
Luke Mitcheson, 

Michelle Babbs, 
and Sarfraz 


Jeraj. Clients are recruited via 
agencies within Lambeth and 
self-referral. Posters and leaflets 
have been placed in GP surgeries 
and substance misuse agencies 
within the borough. Treat-ment 
involves a brief intervention of 
motivational interviewing and 
CBT developed from evidence- 
based therapies. In addition, a 
large percentage of the client 
group has co-morbidities such as 
depression, anxiety, and anger 
management, which are also 
addressed. Patient characteristics 
and outcome measures including 
changes in cannabis use and 
associated difficulties are 
currently being collected, so 
watch this space for the first UK 
treatment data. 

Cannabis is having a night at 
the ball. But when the clock 
strikes midnight will the 
commissioner prince have the 
resources to save cannabis 
misusers from treatment 
obscurity? Or will the slipper fit 
and services for cannabis misuse 
spread across the UK? We will 
have to wait to see if there’s a 
happy ending. 

Further details about the 
Lambeth cannabis service from 
michelle. babbs@slam. nhs. uk 
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Regional Addiction Specialist Networks: 
history, benefits, tips for setting up 


Meredith T. Mora, SCANbites Features Editor 

There is a sense of history to regional 
addiction specialist networks in the UK. 

The London Drug Dependence 
Consultants’ Group and the Northern 
Specialists’ Group began in the late 1960s 
and early 1970s at a time when drug and 
alcohol policy was taking shape. 

These groups were consulted by 
government and were instrumental in 
policy development. They also worked 
with government as experts to develop 
how drug and alcohol treatment was 
delivered. Enormous change in the 
organisation of the addiction treatment 
system, particularly in the last 5-10 years, 
has meant that only a small number of 
addiction specialists are involved in policy 
as this function is now served primarily 
by civil servants and non-medical 
managers. Consequently the emphasis 
of specialist networks has turned 
increasingly to peer support and, in 
places, lobbying. The South West 
Substance Misuse Specialists’ Group, and 
the Golden Lion Club in Scotland, were 
both set up in the early 1990s for the 
purpose of providing peer support and 
reducing isolation for addiction 
specialists. Since 2000, the Eastern 
Region Addiction Forum, the West 
Midlands Addiction Specialists, and the 
Hampshire Addiction Specialists have 
come into being, all to provide peer 
support amongst other reasons such as 
closer College links, and CPD. 

A large portion of the South East 
does not have a formal network, though 
Sussex consultants do meet with the 
Hampshire Addiction Specialists 
approximately once per year. South East 
consultants who are close to London may 
also attend the London Drug 
Dependence Consultants’ Group. An 
annual meeting for the whole of the 
South East has been discussed. 
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Specialists from Yorkshire & Humber 
have also expressed interest in setting up 
an addiction specialist network. Data 
from the First National Survey of 
Addiction Specialists (below) shows that 
network support is lowest in Yorkshire & 
Humber and non-existent in the East 
Midlands. Geographical variations and 
large differences in the number of 
addiction specialists per region can affect 
the ease of arranging such networks. 
However, in areas where there are few 
specialists, peer support can be all the 
more important. 

The benefits of regional specialist 
networks are considerable, the universal 
being support, information sharing and 
CPD. Meeting other specialists in one’s 
area has improved individual working 
lives, as many anecdotes will attest. 
Additionally, in the NTA era, a specialist 
network meeting is a good place to 
create dialogue with key local agencies 
including the NTA, commissioners and 
others. Though relationships with these 
groups can at times be adversarial, 
meeting face to face (if they’ll return your 
calls!) can be a useful starting point for 
dialogue. Some networks have found 
that regular attendance at their meetings 
by representatives from these groups has 
considerably improved the treatment 
system in their areas. A cohesive group 
of specialists will be more persuasive in 
influencing the commissioning of 
treatment provision at a local level than a 
number of isolated individuals! One of 
SCAN’s aims is to support and proliferate 
specialist networks, so if you are currently 
without a network, as is the case in parts 
of the South East, the East Midlands, and 
Yorkshire & Humber, SCAN can help you 
to set one up. 

Tips for setting up a regional 
network 

• Canvas opinion amongst peers in your 
area or region 

• Talk to SCAN - we can help you get in 
touch with other specialists in your 
area 

• Consider meeting structures that 
maximise utility e.g. Networking + 

CPD + external agencies 

• Look for a venue that is cheap or free 
e.g. a Trust-owned building 

• Ensure your venue has good transport 
links and is central to the region (or if 
not, move venue each time) 

• Quarterly meetings are the most 
popular model, but for very large 
geographical areas, an annual meeting 
bringing together local groups can be 
useful 

• Think about funding. Pharmaceutical 
companies are the most common form 
of support, but regional NTA teams 
may be able to offer support such as a 
meeting space. 



Golden Lion Club, Scotland 


Set up In 1994, for support, to promote consensus, and to discuss budgetary 
matters. As those who attended were mostly psychiatrists, it was sometimes 
used for College business. It was also used as a reference group for the 
Scottish Advisory Committee on Drug Misuse. 

Held At the Golden Lion Hotel in Stirling. Every meeting has 2.5 hours of 
business; 2 per year also have 2.5 hours of CPD. Meetings are held quarterly. 
Members Doctors in Scotland who work with people with substance misuse 
problems e.g. psychiatrists, prison doctors, public health doctors, obstetricians, 
GPs. Includes SpRs, associate specialists, and staff grades. There are approx. 
80 members on the mailing list; approx 20 members attend each meeting. 
Function Networking, mutual support, information sharing, teaching, CPD. The 
group also lobbies, and has connections with the Scottish Executive. In addition 
to this meeting, members can attend the Northern Specialists meeting. 

Chair Dr Andrew Robinson is the current chair. There is also a secretary and a 
CPD coordinator. These roles are rotated amongst members. 

Funding The group received full funding from pharmaceutical companies in the 
past in order for its training doctors to attend for CPD without charge. However, 
it now receives occasional partial funding. The hotel provides a discount due to 
the long-term booking. 

West Midlands Addiction Specialists 

Set up In 2001 by Dr Ed Day, because there was no formal network for doctors 
in addiction in the West Midlands. 

Held At the Birmingham Medical Institute. The meetings are held quarterly on a 
Tuesday afternoon, beginning with lunch. Every year Dr Day surveys the group 
- the highly rated topics are then planned for the following year’s programme. 
Members For all doctors working in a specialist addiction service in the West 
Midlands. Sometimes doctors from outside the region also attend because they 
don’t have their own local network. The NTA and SMMGP have open invitations 
and usually attend. 

Function Support, networking and teaching. Content includes research 
findings, clinical audit findings, case presentations and guest speakers. When 
there are different needs or emphases, the meeting can be split into a specialist 
group and a GP group. 20-30 people attend each meeting. The group has 
helped to harmonise relationships between specialists and GPs. 

Chair Dr Ed Day chairs and organises the meeting. 

Funding The meetings are funded by pharmaceutical companies. The NTA 
regional team has also contributed financially. 


South West Substance Misuse Specialists’ Group 

Set up In 1992 by Dr Martin Mitcheson to meet support needs for consultants 
working in isolation and to promote best practice across the region. 

Held At a commercial venue in the middle of the region. A draft agenda is sent 
out one month in advance. An email group operates so that members can 
contact each other with queries or concerns. Meetings are held quarterly on a 
Friday from 10am-4pm. 

Members Consultants in the South West specialising in substance misuse 
(including CAMHS) + one GPwSI involved in service development. From last 
year, consultants in South Wales have been included. Membership of approx. 
30. The RCGP regional reps are observers. 

Function The morning provides an opportunity for information sharing and 
mutual support. This meeting is minuted. After lunch is the teaching/clinical 
component. Most of these talks are given by people from within the 
membership. 

Chair Rotates every three years. Dr Jon Barnes is current chair. Dr Alison 
Battersby is the new chair from 2006. 

Funding The venue and lunch are funded by a pharmaceutical company. 

* Anew development is the planned regular meeting with GPwSIs which will 
be additional and at a larger venue. 


Hampshire Addiction Specialists 

Set up In 2002 by Dr John Crichton as a peer support group for CPD and to 
improve connections between specialists in the area. 

Held At a hotel central to the region and near a motorway junction. The 
meetings are held quarterly on a Thursday afternoon, beginning with lunch. 
Members The 7 addiction consultants in the area (including Wessex). GPwSIs 
may be considered for membership in the future now there are more of them. 
SpRs may also be considered. Sometimes joint meetings are held with the 
West Sussex CPD group. 

Function To discuss issues of the day, offer mutual support, provide cohesion 
between specialists in the area, and for CPD. The meetings are minuted. Once 
a year, a presentation is given by an invited speaker. 

Chair Chaired by Dr John Crichton. 

Funding Lunch and venue funded by pharmaceutical companies on a rotational 
basis. 
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Regional specialist addiction networks 


SCAN profiles seven established groups 



Northern Specialists’ Meeting 


Set up The original group was formed in the early 70s by Dr John 
Marks and was based on the old Home Office divisions. This group 
also contributed to drug legislation and policy development during 
this time, and HO representatives attended the meetings. 

Held At a hotel in the North of England or Scotland, involving one 
night’s accommodation followed by a full day meeting. It has 
always been a large annual meeting because of the considerable 
geographical area it covers and general popularity. The convenor 
usually decides the programme and invites speakers. 

Members Addiction consultants, SpRs, associate specialists, staff 
grades, GPs and recently consultant nurses in the field of addiction 
from the North of England, Wales, Scotland and Northern Ireland. 

Its membership has been as large as 120. 

Function Networking, CPD, information sharing, teaching. The 
meetings are minuted. 

Chair Dr Louise Sell and Dr Lesley Peters have been convenors 
since 2000. The role of chair is shared amongst organising 
members. 

Funding The event is partially funded by a pharmaceutical 
company. Individual attendees pay a subsidised delegate rate. 


Eastern Region Addiction Forum 


Set up In 2000 by Dr Mervyn London, because, as regional 
specialist advisor, he wanted to represent the region to RCPsych. 
To establish a membership, he wrote to the medical directors in all 
of the trusts in the area, to locate the addiction consultants. 

Held On hospital grounds in Cambridge. The meetings are held 
quarterly on a Friday afternoon, beginning with lunch. 

Members Addiction consultants and SpRs in the East of England. 
Function Initially the group included anyone in the addiction field 
and involved an invited speaker, followed by a closed meeting for 
consultants. Now the meeting is solely for consultants and SpRs 
and functions as a networking opportunity, peer support and 
training. It is also a CPD peer group for some of the members. 
5-10 people attend each meeting. 

Chair The RCPsych regional representative chairs the meeting so 
specialists can be represented at College level. 

Funding The venue is available at no charge. Pharmaceutical 
companies supply the lunch and cover the travel expenses of 
invited speakers. 


London Drug Dependence Consultants’ Group 


Set up In 1969 by the London consultants in addiction to 
advise government on drug policy. The London 
consultants made up 15 of the 17 consultants in addiction 
in the UK at the time. 

Held The meetings were held in hospitals and drug units 
until the Department of Health (DH) provided space. 
Eventually the Home Office (HO) hosted it. It has been 
meeting quarterly for the last 30 years. 

Members Addiction consultant psychiatrists in London. It 
began with 15 members and now has approx. 30. DH and 
HO are observers. 

Function The LDDCG has always contributed to the 
development of drug policy in the UK, harmonised 
treatment for drug problems, and contributed to research 
by cooperating on projects. Historically, it provided advice 
to government on illicit drug use patterns and the 
emergence of new drugs, and was responsible for 
determining the catchment areas. It continues to be a 
vocal lobby group and is an opportunity for colleagues to 
meet, debate, and support one another. The meetings are 
minuted. 

Chair The chair rotates every meeting alphabetically 
amongst members. Professor Ghodse convenes the 
meeting. 

Funding There is no funding so the venue is courtesy of 
DH or HO. Administration is funded by DH. 
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IN A FIX 


Three Views 

of THE 
Diamorphine 

SHORTAGE 


The shortage of injectable 
diamorphine, announced by the 
Department of Health in 
December 2004, has caused 
considerable disruption to 
prescribing for some opioid- 
dependent patients. Despite 
initial hopes that the situation 
would improve from March 2004, 
full supply from the UK’s two 
manufacturers remains elusive. 
The NHS Purchasing and Supply 
Agency released a rapid alert in 
July to confirm that "there will be 
a continuing shortfall in the 
availability of diamorphine, on 
current forecast, and against 
normal historic demand, until 
February 2006 at the earliest." 
Although there appears to have 
been a marginal easing of the 
shortage since then, supply 
remains uncertain one year on. 
Three consultant psychiatrists 
share their experiences of the 
shortage. 



View 1 Dr Alison Battersby, Consultant Psychiatrist in Addiction, 
Plymouth Teaching PCT 


A t times, the service in Plymouth has 
managed up to 40 clients in receipt of 
diamorphine prescriptions. Diamorphine 
has always been an issue of lively debate 
amongst the staff group in terms of efficacy (in 
unsupervised dispensing), cost (when we have a 
lengthy waiting list) and ethics (why should only a 
chosen few receive it?). 

When the diamorphine shortage occurred, 
we opted to offer clients a free informed choice of 
buprenorphine, injectable methadone or oral 
methadone. Contrary to guidance we also made 
a pledge that clients would be able to restart a 
diamorphine prescription when supplies resume. 
We believe that this has been helpful in managing 
the intervening time. Most clients in the service 
had previously lost their diamorphine prescription 
when my predecessor retired, so staff had 
experience of managing a similar process. 

The bad news has been one serious incident 
and significant distress for a few psychologically 
damaged clients. For this subset, there has been 
a retreat into themselves with a serious decline in 
functioning. This has been a quiet, distressing 
process. For this group a named patient supply 
of diamorphine seems to have brought 
reasonably normal functioning. Surprisingly, 
these clients universally want to make changes 
e.g. eventually moving to a prescription of only 
half diamorphine to reduce the feeling of 
dependence on external events. 


The most vocal subgroup of the diamorphine 
clients and the most difficult to manage, have 
been those with the least significant levels of illicit 
use or risk. Most of this group would not fit the 
criteria for diamorphine prescribing. Many can 
see no possibility of any change, even post¬ 
retirement. They often have very high levels of 
functioning, even without diamorphine, but with 
limited psychological engagement in treatment or 
motivation to make changes. 

The majority of clients have now decided that 
diamorphine is never returning (despite 
information to the contrary). Many have decided 
to make major changes in their lives. One client 
is going to rehab; another has, in her own words, 
decided that it was time to "grow up and take 
some responsibility" with incredible results. 

Several clients have decided to assume control of 
their care plan and make changes. For a client 
group that has previously been remarkably 
passive in treatment when receiving this 
prescription, this is a revelation. 

Perhaps, without the shortage, none of this 
would have happened. It’s easy when you’re 
busy not to focus on this group. Perhaps we do 
our clients a disservice when we don’t. 

A final thought: a client the other day told me 
that he’s glad I never agreed to start him on 
diamorphine. When asked why he said, "I’d never 
have wanted to come off it." That’s the Plymouth 
Diamorphine story, a curate’s egg, good in parts. 


View 2 Dr David Cox, Consultant Psychiatrist in Addiction, Cornwall 
Partnership Trust 


W hat does it feel like to be a prescriber of 
injectable diamorphine and for it to run 
out? As someone who had been quite 
ambivalent about inheriting a caseload of 
individuals stabilised on it, I was unprepared for 
the range of reactions I experienced. Initial 
shock: diamorphine prescribing had seemed like 
an unshakeable British institution. How could it 
be so fragile? 

The disbelief didn’t last long: there was too 
much confirmatory evidence. Soon daily 
accounts, whether directly or from the key worker, 
of destabilisation ensued. Our initial strategy of 
converting to a combination of oral and injectable 
methadone was far from universally effective. 

The aetiology of return to street use may have 
been complex, but it was happening with 
depressing regularity. We had a range of 
strategies, but in translating to individual cases, 
things often did not go to plan. 

My third reaction of grieving was 
understandable in the face of too many people 
getting worse, not better. I was responsible for 
their treatment, but I was unable to alleviate their 
distress in too many cases. Morale suffered in 
the team too, but not irretrievably. One positive 
we have been able to draw from the last eleven 
months has been the way keyworkers 


responded. They accepted the responsibility for a 
frequently thankless task and provided support to a 
wounded cohort. Keyworkers have been the ones 
to bear the brunt of the disbelief, anger and 
paranoia that have been some of the client 
reactions to a random loss event. Another 
positive has been the availability and support 
of my medical colleagues. It has always been 
possible to seek a highly qualified second opinion. 

To what extent are we moving towards 
resolution? Supply has marginally improved, but 
has been subject to unpredictable fluctuations. 
There remains uncertainty about timescales. 
Financial constraints have meant seeking savings 
where possible. The peak of chaos and 
uncertainty does seem to have passed. What I 
believe our clients need is a long period of 
predictability. 

What can be learned from our experiences? 
Communication within our service and with service 
users has perhaps been the main thing keeping a 
damaged ship afloat. As for the value of 
diamorphine prescribing; it had stabilised those 
who received it and they got worse when it 
stopped. I am aware that the supply crisis has 
been seen in political terms. What will stay with me 
is the memory of how the crisis affected 
individuals. 
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WORKING LIVES 


View 3 Dr Ifor Edwards, Locum 
Consultant Psychiatrist in 
Addiction, 5 Boroughs 
Partnership NHS Trust, 
Warrington 


H eroin is not licensed for heroin/opioid 
dependence by the Medicines and 
Health Care Products Regulatory 
Agency. Until there is considerably more 
knowledge and agreement about its best 
use, this is unlikely to change. It is curious 
then, that heroin, a Class A drug, is 
perhaps the most extreme example of 
prescribing on the basis of ‘clinical 
freedom’ rather than licensed indication or 
evidence base. 

Why is it that some clinicians and 
patients argue vehemently for the open- 
ended provision of heroin? On the other 
hand, why do others claim that there is no 
place at all for its prescription in the 
management of heroin use and addiction? 

The answer is that at both ends of the 
polarised argument, we clinicians may 
need to remind ourselves of our therapeutic 
responsibilities. 

It can be seen as a doctor’s role to 
provide a habit-forming (cf nicotine) drug 
because otherwise it can be obtained only 
in illegal and/or contaminated forms if: 

1. there is evidence of dependent use and 
2. the prescription is provided as a part of a 
cogent treatment plan or contract 
whereby the recipient’s harmful drug 
dependence has been addressed and 
3. the subject’s physical and mental health 
has benefited. Also, 

4. once that improvement has been 
achieved, then its withdrawal must occur. 
The potential harm, ie risk per se through 
use or misuse does not suffice as a reason 
for medical intervention any more than 
NHS provision of monies to a gambler. If, 
on the other hand, a prescription of 
pharmaceutical heroin proves to encourage 
a person into active treatment (not a clinic 
drug ghetto), to result in improved health 
and to produce a therapeutic alliance 
whereby the patient can be enabled to live 
life without it, there may be an argument for 
its clinical use. It is the second and third 
parts that are all too often missing. 

For my own part, I am unimpressed by 
my experience of prescribing heroin. In a 
minority of cases, I am able to demonstrate 
that it has been a useful tool in the harm 
reduction process, resulting in licensed 
substitution and then detoxification. Health 
and social issues have been dealt with 
appropriately within the treatment 
programme. Mostly, though, I have 
prescribed heroin because the patients 
have rejected other licensed treatment 
options. It has been in the often vain hope 
that they will eventually achieve a 
therapeutic alliance. Unfortunately, the 
commonest outcome has been to reinforce 
their slavery to heroin. 


Dr Bettina Baier, Consultant Psychiatrist in Addiction, East Sussex County Healthcare Trust 



Working in the NHS: a 
perspective from abroad 


I am a psychiatrist from Germany and 
have thus far managed to survive half a 
year working as a consultant in 
Substance Misuse in England. This 
seemed so unique to the SCAN team 
that they asked me to write an article 
about my experiences working for the 
NHS. 

During my specialist training in 
Germany I gained experience working 
with addicted patients in a residential 
detox programme. The clinic was 
based in a rural Bavarian area and 
offered a service to both alcohol 
addicts and drug addicts, though the 
main client base was alcohol addicted 
patients, which was reflective of the 
ratio of beer abuse in the region (this 
probably will not surprise anyone who 
has visited the Oktoberfest in Munich!). 
About 50,000 alcohol addicts and a few 
thousand drug addicts live in the 
catchment area of the hospital. More 
than 1,500 detoxifications were 
completed per year in this clinic. 

There were two wards with around 50 
beds for acute treatment, secure and 
open wards for dual diagnosis, and a 
further ward for drug detox only In 
Germany, it is commonplace for 
individuals to seek an alcohol detox 
programme for a 1-2 week period as 
often as necessary This can be seen 
as a good thing, but of course it can 
have the converse effect that patients 
may not enter the programme 
wholeheartedly and the cost 
implications are high. There is a very 
short or no waiting time for treatment, 
and anyone who knocks at the door is 
accepted. The doctor’s role is often 
just to reduce harm by providing detox 
medication, but a great amount of time 
is spent on paperwork, dictating letters 
to the patient’s GP or local psychiatrist 


and liaising with medical insurance 
companies. The workload was quite 
overwhelming. 

I became disillusioned with the service 
that was being provided and the 
overbearing hierarchical system which 
still exists in Germany This was 
compounded by the low salary offered, 
so I decided to look for Nirvana in 
England. 

After completion of my specialist 
training, I began researching work 
opportunities in England and began 
the preliminary stage of the Fellowship 
programme which assists financially in 
moving to England and provides a two 
year contract. However, these benefits 
were outweighed by the fact that I 
would have no choice in my area of 
relocation and that it would take up to 
two years to obtain a placement. So, I 
began checking the opportunities 
advertised on the BMJ website and 
registered myself with agencies. Again, 
this was a long drawn out task (e.g. my 
immunology titers were not accepted, 
and I didn’t have ‘fire extinguisher’ 
training!). 

I began my registration at the GMC 
which in itself was a straightforward 
task but seemed a ‘Catch 22’ situation 
in that I had to pay the fees (including 
translation of my German certification) 
to obtain this but I couldn’t apply for a 
job without a GMC registration 
number. 

After my arrival in England I enjoyed 
some relaxation time, but my 
dwindling savings prompted me to 
begin job seeking. From a post being 
advertised, then short listing, followed 
by an informal visit, to interview and 
finally receiving a starting date seemed 
to be around 3-4 months. This 


SCANbites | WINTER 200 5 15 














POLICY AND POLITICS 


► inflexibility surprised me greatly due 
to the fact that there are many vacant 
positions. I obtained coaching from 
native English speakers to help with 
my spoken English and interview 
skills. Still, I didn’t feel prepared 
when faced with a panel of eight 
interviewers as interviews I had in 
Germany consisted of the clinical 
director and I having coffee together 
and him talking about himself for an 
hour (the clinical director is always 
going to be a male). 

When I began my employment in 
England it became apparent to me 
that the NHS differed greatly to the 
service in Germany and I did not feel 
prepared or knowledgable on many 
of the procedures. On reflection, I 
could have worked on this prior to 
commencement, perhaps with a 
clinical attachment, but it was too late 
now. In April ’05 I was offered a post 
as Consultant in Substance Misuse on 
the sunshine coast of England: 
Eastbourne. The NHS has provided 
me with an opportunity to obtain 
experience and deepen my 
knowledge by providing me with a 
mentor, weekly visits to observe a 
neighbouring substance misuse clinic, 
and regular peer group meetings. 

I have never experienced such a 
helpful system before and I certainly 
need it as a newly appointed 
consultant in a foreign country. The 
immense caseload of more than 300 
patients, the lack of hospital beds, 
shortage of funding, stressed staff and 
occasional feelings of helplessness, 
make the support of colleagues and 
the team imperative. I was surprised 
by the huge caseloads and the 
requirement for me to sign 
prescriptions without even knowing 
many of the clients. I have had to 
learn to delegate to well-trained 
nurses who only consult the 
consultant if necessary. I have had to 
come to terms with jargon and 
abbreviations, changing titles e.g. 
‘Keyworkers’ suddenly becoming 
‘Care coordinators’, and the 
involvement of different agencies. 

My time seems consumed with 
meetings involving making and 
reviewing policies and guidelines. On 
paper this seems great, but we are 
soon brought down to earth when 
considering funding to support ideas. 

My overall impressions are quite 
positive, especially the support and 
friendly atmosphere from my 
colleagues and team, which helps me 
to feel welcome and assists in 
overcoming difficulties and problems. 
The experience has opened my eyes 
to other treatment modalities such as 
community-based medicine. I look 
forward to my continued progress 
and hope to see you at the next SCAN 
meeting. 

Dr Bettina Baier, Consultant Psychiatrist 
in Addiction, East Sussex County 
Healthcare Trust 



Tackling Drugs: a rare interview with the 


SCAN asked Dr Andrew McBride to attend the government’s launch of the Drug Strategy Progress Report (200‘ 
Hall. How does he think we are doing in relation to Tackling Drugs and Changing Lives? 

To promote the progress report on primary prevention. 

the Government’s Drugs’ Strategy, the • Waiting times for treatment have 

responsible Minister (Paul Goggins), fallen significantly. 

the lead senior civil servant at the • Numbers gaining access to drug 

Home Office (Vic Hogg) and a treatment have increased. Between 

director of public health (Prof John March and September 2004 the 

Ashton) presented the key findings to numbers entering treatment 

an invited collection of the great and increased steadily from less than 

not so great in the splendid debating 400 to more than 1400 per month. 

chamber of London’s former City Hall. 

The clock had stopped at just before Prof. Ashton reminded us of the 
11, but there was no sign of honey or desirability of intervening in 
condensed milk. The only non-white "epidemics" at or after the peak of the 
face I saw at the meeting belonged to curve, so as to be able to claim the 
a life-size, papier-mache statue of credit for the downward trend. 

Chairman Mao - in Simpson primary Perhaps it is now bureaucrats, as well 
colours. Whether a relic of Red Ken as "physicians, I am afraid, [who] 
or a stray from the surrounding beyond all other men... mistake 

Saatchi gallery, both the GLC and subsequence for consequence" 

Mao should be rotating in their crypts (Johnson, 1756). On mention of 

at the awful temple to US corporate Beveridge’s five giant social evils: 

mammon that the former hub of local ‘Want, Disease, Ignorance, Squalor 
democracy has now become. and Idleness’, I could swear I heard 

Mao mutter "but what about Drugs 
The presentations circled the themes and Crime?" 
of the drug strategy, with much use of 

terms such as ‘bold’, ‘tough’, ‘targets’, Afterwards, there were lengthy 
‘joined-up-thinking’ and ‘focus’. A expressions of vested interest, thinly 
good many dodgy statistical tables disguised as questions, during which 
were displayed with wandering zeros people resolutely ignored the report, 
and carefully selected start dates. There was some discussion as to 

These can be perused at leisure in whether the leading figures in non- 

the handsomely presented report, statutory agencies are more skilled 

available from than addiction psychiatrists at 

http://www.prolog.uk.com. rubbishing their peers, but no vote 

was taken. Carers, looked-after 

My reading of the headlines includes: children, the homeless and 

residential treatment all received 

• Lots of new laws, police powers, ‘advocacy’, of which, I have no doubt, 

and initiatives are in place. the minister took careful note. 

• Lots of drugs are being seized. 

• Recorded acquisitive crime rose, After everybody else had drifted 

then fell by maybe 10% from through for Benzedrine and Absinthe, 

baseline between spring 2001 and I fell into desultory conversation with 
spring 2004. the paper Chairman. 

• Fear of crime rose after 1998 and "I am genuinely impressed with the 

fell back to baseline by 2003/2004. Government’s commitment to 

• There is more drugs education for spending money on drug services," I 

children. The so called ‘Blueprint’ said. 

will provide further evidence about "Mm." 
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SCAN EXCLUSIVE REPORT INTO THE MAMMAL ADDICTION PANDEMIC 


Mammal addiction: the new threat! 



"And the huge improvements in 
availability of help that this affords 
across England." 

"Mmm." 

"The minister believes that more 
than £8 is saved by the taxpayer 
for every £1 spent." 

"Mmmm." 

"As a keen supporter of the Drug 
Strategy what do you think of 
the report?" 

"It brings to mind one of my 
earlier works: ‘If we have 
shortcomings, we are not 
afraid to have them 
pointed out and 
criticised, because we 
serve the people. 

Anyone, no matter who, 
may point out our 
shortcomings. If he is 
right, we will correct 
them. If what he 
proposes will benefit the 
people, we will act upon it 9 . 

(Mao, 1941) 

"No change, then," I said, 
and headed for the tube. 


Dr Andrew McBride is a 
Consultant Psychiatrist 
with the Specialist 
Community Addiction 
Service in Oxford, and Clinical 
Director for Specialist Services with 
Oxfordshire Community Mental 
Healthcare Trust. 
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report www.crimereduction.gov.uk/ 
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SCAN is becoming concerned that the RSPCA may begin to lobby for increasingly 
draconian powers following the rise of impulsive addictive behaviour in other 
species. These anxieties have increased following the identification of South 
London squirrels using crack/cocaine (South London Press; 7 October ’05). The 
report suggests that the clampdown on dealing in class A substances has resulted 
in crack/cocaine being dumped in South London gardens. By making the drug 
more freely available, increasing numbers of squirrels are at risk of significant 
problems. Particularly worrying are the effects to the nasal passages and burns to 
the paws. 

Research commissioned by SCAN reveals a worrying trend in what experts are 
calling the Mammal Addiction Pandemic or MAP Two drunken and disorderly 
elks in Sweden narrowly escaped being placed on the equivalent of an elk ASBO, 
after becoming sozzled on fermented apples outside an old people's home in 
Sibbhult {BBC News; 9 November ’05). The phenomenon seems to have rapidly 
spread across the globe: early last year there were reports that chimps were 
raiding illicit breweries in Uganda to obtain alcohol {East African; 9 February 
’04). Once intoxicated the chimps would rampage and attack humans. This 
event was pre-dated by the deaths of four wild elephants following a drunken 
binge on rice beer in north east India. The inebriated elephants struck a pylon 
and brought it down - they were electrocuted and died instantly {BBC News; 23 
January ’04). Amid fears of the rapid rise of MAP there are calls for Buffalo Beer 
and Lion Lager to be withdrawn as the deliberate marketing strategy of these 
drinks will only exacerbate MAP in the UK. MAP expert Prof. Kingsley Kong said, 
"We are asking for the Licensing Act (2003) to be reviewed to ensure there are no 
loopholes that can be exploited." SCAN requests your help - please send any 
reports of suspected MAP to the usual email address labelling your message 
"Surveillance-MAP". 


AUTUMN PRIZE CROSSWORD: QUESTIONS DEFEAT EVERYONE. ALMOST 


£20 book voucher for winner of the 
Autumn crossword competition 

Congratulations go to Dr Ron Alcorn, 
who again has scooped up the prize for 
the only correct entry for the crossword 
competition. Given the level of 
difficulty we are beginning to wonder 
if he has an informant on the inside - 
we thought our crosswords were 
practically insoluble! 
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Episode 6 . Tenderisation of Hackworth by Reg Measley, freelance writer 


"Hackworth DAT... I Ihmmm... 
Hackworth DAT..." Meek didn’t 
quite realise his ruminations 
were becoming audible. The 
embarrassment of Meek’s inane 
muttering was exacerbated by 
Matron’s interjection, "Chris... 
Chris... DR MEEK!!" Startled, 
Meek snapped his pencil 
sending a lead-laced shower of 
HB4 into the starched lap of 
Felicity Wrench-Cutter. "Sorry 
Sister... I mean Matron! - a bit 
preoccupied you know." 

"Doctor, we have a ward 
round to complete. I would 
prefer it if you could stop 
rocking back and forth and 
desist from mumbling - you’re' 
upsetting the patients." 

Meek was finding it hard to 
come to terms with the 
announcement of the re¬ 
tendering of the Hackworth 
services. He had heard rumours 
from other areas of the country 
that his fellow specialists were 
experiencing problems and 
some were being sidelined in 
favour of GPs and non-statutory 
services. Meek was trying to 
convince himself that 
Hackworth SMS was not under 
threat and the re-tendering was 
just a bureaucratic mechanism 
to realign budgets and for the 
first time put in place a Service 
Level Agreement. 

"Hi ya Doc - I’m doing real 
well - that Subutex detox really 
sorted me owt! The weekend’s 
been great - I’m ready to go... 
can you discharge me today?" 

Jen was Meek’s last patient of 
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the morning ward round; she 
had recently been granted 
weekend leave to help her in 
the transition to the community 
"Dr Meek, Jen has done 
incredibly well; we’ve 
commenced her on Naltrexone 
and her accommodation has 
been all arranged so that she 
can attend the relapse 
prevention groups at 
Hackworth SMS." Matron was 
keen to finish the ward round 
and begin the medication 
round on time, ever the stickler 
for routine. Meek placed a 
metaphorical spanner in 
Matron’s works by asking one 
of those open-ended questions 
he had been practising since 
attending a motivational 
interviewing course some 
weeks ago, 'You’re ready to 
go...?" 

'Yes!" retorted Jen, rather 
irritated by Meek’s psycho¬ 
dynamic persona. "Is there 
anything you’d like to share 
with us about your treatment?" 
Meek responded. 'Yeah, are you 
closing?" "What... sorry... what 
did you say, mean?" Jen 
explained she had heard a few 
whispers that Hackworth SMS 
was under threat, "Some mates 
told me there was some 
problems -1 didn’t believe it ‘til 
I read the advert in last week’s 
Hackworth Gazette ... here 
have a look." 



"Have you seen this, Lucy?" Lucy 


Makepeace was the long 
suffering manager of SMS who 
could usually be found hidden 
away in damp and dark rooms, 
submitting monitoring reports 
on an almost daily basis. The 
lack of IT systems meant Lucy 
worked around the clock 
collecting information for the 
DAT. "Sorry Chris, what do you 
mean?" asked Lucy, raising her 
head up from the ledger. 
"They’ve gone and done it, and 
I had to hear from a patient - 
can you imagine?" Meek was 
becoming increasingly 
incoherent as he rambled, 
furious about being kept out of 
the loop regarding the 
Invitation to Tender for 
Hackworth Community 
Prescribing Service including 
some harm reduction services, 
plus a predetermined and 
established service for alcohol 
dependency. "Oh, no! We’ve got 
24 hours to submit our 
application!" Meek continued. 
Meek’s disbelief was matched 
by Lucy’s bewilderment at 
missing the advert - she had 
been dutifully scanning the 
weekly Guardian rather than 
the local gazette. 



"Hello, Hackworth DAT, Rick 
speaking. Can I help?" 

'Yes Rick it’s Lucy. Lucy 
Makepeace from Hackworth 
SMS, phoning about the 
Invitation to Tender..." 

"Oh yes," Rick interrupted, 


"We were surprised not to have 
heard from you as yet. We’ve 
received a number of 
applications and we’re short¬ 
listing tomorrow." Lucy’s riposte 
started: 'We had to hear about 
this from a patient..." Rick again 
moved the conversation on. "I 
always think that users are 
much more on the ball - 
patient participation - the only 
way forward. Anyway you’ll be 
needing an application pack. I’ll 
put one in the post to you." 



Lucy and Meek began to review 
the service specification, the 
provenance of which was not in 
doubt, given that references to 
Hackworth DAT seemed 
interchangeable with Huxfull 
DAT - suggesting the 
specification had emanated 
from Huxfiill’s recent tendering 
process, something that left 
Meek feeling clammy given the 
clinical problems he’d been 
mopping up ever since the 
changes in the neighbouring 
borough. "Have you seen this - 
they can’t expect anyone in 
their right mind to undertake 
this!" Meek exclaimed, "I’m 
already responsible for 600 
patients - the service spec 
wants 1000 patients to be held 
by the Medical Officer/Team, 
with a month between reviews 
and fewer urine tests. If they are 
that interested in clinical work 
why doesn’t Rick do the job? 

I’m sure they’ll bring in DAT co- 
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ordinator prescribing soon in 
any case!" Ever the pragmatic 
business manager, Lucy tried to 
reassure Meek. "Don’t worry, 
we can discuss the detail once 
we enter post-tender 
negotiations, let’s just get the 
application in." 


"Burph... oohhh, sorry," Lucy 
had not delivered a 
presentation for many months 
and the prospect of presenting 
the tender submission with 
Meek was making her 
incredibly nervous. "They’ll love 
it, don’t worry - we’ve worked 
too hard on this." Meek 
attempted to reassure the 
bilious Lucy as they awaited 
their turn to impress Rick and 
the Joint Commissioning 
Group. The Hackworth SMS 
pitch centred on the desire of 
the commissioners to have a 
service in the area, which could 
meet the waiting time and 
retention targets of the 
treatment plan. 'You know 
Lucy, I think..." Meek’s pep-talk 
was interrupted by the door to 
the conference room opening. 
"Hello, Dr Meek - Hi, Lucy, you 
got your submission in then!" 
An unusually dapper-looking 
Rick had a knowing glint in his 
eye as he greeted them. Trying 
to be upbeat and buoyant as he 
moved towards the door, Meek 
joked, "Where do you want us 
then Rick? Hope the 
PowerPoint’s working today!" 
An unfamiliar voice boomed 
from the depths of the 
conference room, "Please wait 
until we’re ready!" 

Embarrassed, Meek stepped 
back and apologised, "Oh sorry, 
Rick didn’t realise - are you 
taking a break?" The now 
indignant Rick retorted, "I don’t 
know wha’ they’re doing - ya 
best ask the panel! I’ve got 
nathin’ to do with them now" 
"So what are...?" Meek’s 
sentence faltered as he realised 
that Rick was obviously no 
longer Hackworth 
Commissioning Manager 
overseeing the tendering 
process - he was now an 
applicant and competitor! Rick 
interrupted, "Before you ask - 
Area Manager for Vision." Vision 
was the non-statutory treatment 
agency, which had risen in 
prominence throughout 
Hackworth and Huxfull during 
Rick’s tenure as a 
commissioner. Leaving the 
lobby, Rick turned to Meek and 
Lucy "Did you hear that?" "No," 
answered Meek, "Were they 
calling us?" "No, not that," said 
Rick, "I think it was a penny¬ 
dropping! Good luck!" 


Survival Guide 

to NHS 

Newspeak 

5. Binge drinking 


We've been asked to help those nice people at SCANbites with a few definition issues 
they’ve been struggling with ever since those clever politicians came up with the ‘B’ term to 
describe wayward, drunken, loutish behaviour, often leading to unconsciousness, usually in 
Leicester Square (or similar setting). 

Urghhhh! It’s a bit early for all this, I’m struggling today - must have been that kebab I ate 
last night. 

Ah ha, do I sense a case study coming on? Thick head, amotivational syndrome, early 
morning grumpiness, bird cage mouth, the projection of blame on to foreign culinary 
delicacies... could this all be sequelae of ‘wayward, drunken, loutish behaviour, often leading 
to unconsciousness, usually in Leicester Square (or similar setting) ’ - type drinking? 

You are a pompous old ****! We can’t use that definition, we need to more accurately 
reflect what binge drinking actually is. What about... bender, splurge, gorge, overindulgence... 
isn’t that more accurate? 

By the look of you, I think you would know better than I! But you have to hand it to those 
chaps in the Ministry: they ain’t half clever. When you think about it, they’ve picked a term 
that combines quantity andfrequency in one lovely ill-defined term: ‘binge drinking’. Binge 
drinkers are seen as a sort of self indulgent, low level criminal underclass who bring it all on 
themselves, a bit like football hooligans, rather than people with a mental disorder. 

OK Plato. Where would you start then? With the International Classification of Diseases, I 
suppose? 



Oh, if only l could... you see there is no such definition in LCD-10. Why do you think 
SCANbites wants our opinion? You have to go back to the beginning of modem alcohol 
research as we know it: Epsilon is where it’s at! 

Isn’t the beginning usually Alpha? Anyway what ever happened to inebriety intoxication, 
drunkenness, intemperance, sottishness, crapulence? 

I’ll give you ‘crapulence’! If you did that it would certainly deserve to be marched to a 
cash machine for an £80 on-the-spotfine. No, E is for Jellinek. He defined Epsilon as the fifth 
" species " of alcoholism defined as "paroxysmal or periodic drinking, binge drinking; 
sometimes referred to as dipsomania ". Jellinek was trying to bring some scientific rigour into 
the whole business. 

Forget Jelly Neck, give me a vodka jelly! Which reminds me, I saw a great recipe on the 
BBC h2g2 website the other day: "The idea of vodka jelly is a simple one: get drunk as quickly 
as you can, by eating a food most commonly found at young children’s birthday parties. The 
basic recipe is just that - very basic. Make up a packet of jelly, using between a quarter and a 
half of the amount of water suggested. Top up with as much vodka as." 

That’s quite enough! This piece is not about promoting binge drinking. If as a man you 
drink more than 8 units of alcohol on one occasion (6 if you are a woman) you are ipso 
facto a binge drinker. This is official government policy. 1 think it’s high time you discovered 
the World Health Organisation’s lexicon of alcohol and drug terms. 
http://www.who.int/substance_abuse/terminology/whoJexicon/en/ 

So where does Pre-Drinking and Post-Drinking fit into all this then, eh? 

That’s easier. Pre-drinking is where one gets ‘loaded-up’ with alcohol before formally 
attending a function involving drinking, where as, Post-drinking is where one continues ‘on- 
the-sauce’ having attended a function involving drinking. 

A whole lot of drinking then? 

Yep! 

Binge drinking then? 

Hhmmm - maybe! 

• Not to be confused with: Binge Thinking - a bizarre syndrome of mild cognitive impairment which 
usually afflicts politicians or civil servants and manifests as an outpouring of slogans supporting some 
ill-judged national campaign. Often accompanied by spontaneous knee-jerk reactions and occasional 
U-turns. 

• Recipe for vodka jelly: /www.bbc.co.uk/dna/h2g2/A291007 (Should we include this? - Ed) 
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STAFF GRADES TO BECOME 
AFFILIATE MEMBERS 

In recognition of the role of staff grade 
doctors in specialist addiction services, our 
steering group has agreed the following 
expansion of eligibility to SCAN 
membership with our 3 partnership 
organisations (the Royal College of 
Psychiatrists, the National Treatment Agency 
and the Department of Health). From 7th 
November 2003, affiliate membership to the 
Specialist Clinical Addiction Network 
(SCAN) is offered to staff grade doctors 
whose work for the National Health Service 
is exclusively in specialist addiction services. 
Affiliate membership offers: 

• SCANbites, the quarterly newsletter of 
SCAN 

• Support and advice from the network via 
the SCAN team 

• Access to protected areas of the SCAN 
website 

• Inclusion in SCAN communications 

• The opportunity to attend SCAN 
conferences (subject to delegate fees) 

In addition, SCAN is currently exploring 
specific initiatives that will be offered to 
affiliate staff grade members in the near 
future. 


SCAN CONSENSUS PROJECT I - 
INPATIENT TREATMENT FOR DRUG 
AND ALCOHOL MISUSERS 

The SCAN Consensus Project, funded by the 
Department of Health, has been established 
to produce a series of reports on pertinent 
clinical issues where there is currently a lack 
of consensus on best practice. 

The first SCAN consensus project will 
focus on Inpatient treatment for drug and 
alcohol misusers. A Project Working Group 
of addiction specialists led by Dr Ed Day will 
produce a draft report for consultation early 
in 2006. The NTA may also consult with 
inpatient treatment commissioners during 
this period. Feedback from the consultation 
exercise and a steering group will inform 
the preparation of the final report in Spring 
2006. 

The timeframe will allow for completion 
prior to the roll-out of the NTA Tier 4 
programme of improvement. 


THIS QUARTER'S TOP DISCUSSION 
THREADS 

The top SCAN website discussion forum 
threads for the Quarter are: 

• HIV and confidentiality issues 

• Prescribing software 

• Outcome measures for young people 
Log on to www.scan.uk.net to read and 
contribute to these and other discussions. 
NB: the discussion forum is open to SCAN 
members only. 


SERVICE INNOVATION 
FELLOWSHIPS AWARDED 

CONGRATULATIONS to the three 
successful applicants for the first round 
of the SCAN Travelling Fellowships in 
Service Innovation. The awardees are 
Dr Henrietta Bowden-Jones, London 
(below), Dr Haitham Nadeem, Oxford, 
and Dr Arabella Norman-Nott, Oxford. 

Each fellowship recipient will prepare 
a report on their experiences from 
placements, which will be undertaken 
over the next six months. 

These will be made available to the 
SCAN membership. The closing date for 
the next round of travelling fellowships is: 
1st February 2006. We look forward to 
receiving applications. 

Forms are available on the SCAN 
website, or by contacting the SCAN team 
on 020 7261 8728. 
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Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore no 
liability is accepted for any loss or damage caused due to any 
action/inaction taken as a result of its contents (except for 
personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 


Editorial Team 

Editor-in-Chief Colin Drummond 
Production Editor Tom Phillips 
Features Editor Meredith T. Mora 
Administration and Distribution 
Amy Wolstenholme 
SpR Editors Sally Braithwaite and 
Clementine Maddock 

Contact: SCAN, 8th Floor, Hercules 
House, Hercules Road, London 
SE1 7DU | scan@nta-nhs.org.uk 
Tel 020 7261 8728 Fax 020 7261 8883 

www.scan.uk.net 


NATIONAL 

Faculty of Addictions Annual Meeting 

4-5 May 2006 Andels Hotel, Prague 

Contact: Sally Fricker, College Conference Office. 

020 7235 2351 x145 Email:sfricker@rcpsych.ac.uk 

Fifth Annual Addiction Psychiatry Meeting for 
Specialist Registrars & Newly Appointed 
Consultants 

8-9 June 2006 Manchester venue TBC 
Contact: Dr Jeffrey Fehler jeffrey.fehler@nhs.net 


REGIONAL 

West Midlands Addiction Specialists 

18 January 2006 This meeting includes any doctor 
working in a specialist capacity in the addiction field in 
the West Midlands. 

Contact: Rachel Westr.l.west@bham.ac.uk 
0121 6782356 

South West Substance Misuse Specialists’ Group 

03 February 2006 The group meets quarterly, usually at 
a venue central to the region. A lunch is followed by a 
formal business meeting and an opportunity for 
education and informal networking. 

Contact: Dr Alison Battersby alison.battersby@pcs- 
tr.swest.nhs.uk 

London Drug Dependence Consultants’ Group 
Meeting 

Early March 2006 The LDDCG meets quarterly and its 
constituency is London addiction consultants. It is 
chaired on a rotational basis and is convened by 
Professor Hamid Ghodse. 

Contact: hghodse@sgul.ac.uk 

Eastern Region Addiction Forum 

17 March 2006 The East Anglia consultants' group 
includes Specialist Registrars with a career interest in 
the addiction field. The group meets every 2-3 months 
in Cambridge combines a teaching event (usually with 
an outside speaker) with informal networking. 

Contact: Dr Elizabeth Parameshwar 
carol.kunes@hpt.nhs.uk 

Hampshire Addiction Psychiatrists 

March 2006 This group is made up of career 
psychiatrists working in the addiction field in the 
Hampshire area. Consultants, associate specialists and 
staff grade doctors attend. It was initially set up to act as 
a PDP group but it is a useful forum for mutual support 
and information sharing. It meets four times a year. 
Contact: Dr John Crichton john.crichton@wht.nhs.uk 



Royal College 
of Psychiatrists 


National Treatment Agency 
for Substance Misuse 


SCAN is funded by the Department of 
Health and jointly supported by the 
Department of Health, the Royal 
College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 
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